it can be arrested by medical treatment, and if this fail, surgical interference is not likely to help matters. By subjecting such patients to operation, we ,expose them to added dangers, which may just turn the scale against them, whereas without operation the probability is that they will recover. I will *endeavour to give very briefly reasons for the faith which is in me. In discussing this subject two questions must be answered: (1) What is the mortality rate from hsemorrhage in cases treated medically? (2) What is the mortality rate in the cases treated by immediate operation ? (1) What is the mortality rate from hwemorrhage in cases treated medically ?
Most clinicians are agreed that the mortality rate from hemorrhage in cases of gastric and duodenal ulcer treated medically is under 5 per cent. In the four series of cases given in Table I the mortality rate is 3'8 per cent. Obviously it is not fair to compare these figures with the mortality rate from hemorrhage in all cases of ulcer whether they bleed or not. They must be compared with the mortality rate in severe cases of hwmatemesis. Haemorrhage occurs in at least two-thirds of all cases of gastric ulcer, and is severe or recurrent in about 30 per cent. Calculated on this basis the mortality rate of those cases in which there is severe or recurring haemorrhage treated medically would be about 11 per cent. I think this is probably an exaggeration but we shall be well within the mark in stating that of the patients who bleed severely or bleed repeatedly and are treated medically, not more than one in nine will die, while of those treated by immediate operation, one out of three will probably die. No doubt some surgeons by superior skill, aided by a considerable share of luck, may be able to show much better individual results than these. I say " aided by luck," for we must bear in mind that in a given case it is impossible to predict whether we shall be able to find, let alone to deal with, the source of the bleeding. It is inevitable that in a certain proportion of cases the patient will have the added risks of an operation without any effective treatment of the bleeding point. In at least three of the successful cases in Table II , no definite source of bleeding was discovered and nothing further could be done. The operation was purely exploratory and therefore an unnecessary complication to the patient's recovery.
I think this is what we should expect, as I am convinced that bleeding from the ulcer itself is less common than is imagined. In duodenal ulcer especially, the source of the bleeding is a general oozing from the mucous membrane of the stomach-the whole surface appears to be weeping bloodand I have in some cases cut sections of the mucous membrane which showed the blood cells escaping between the epithelial cells of the mucosa. But apart altogether from statistics, I am convinced from my own experience that the treatment of acute haematemesis by medical means is the wiser and safer course. Up to the end of the year 1921 I have had under my care or jointly with my colleague, Dr. Soltau Fenwick, forty cases in which hematemesis was of such severity that the patients were on the brink of the grave. All of them recovered with medical treatment, indeed I have yet to see a death from haematemesis from a gastric or duodenal ulcer. In all of them operation was delayed for two or three months until the patient had recovered from the effects of the hemorrhage, for I confess I have never yet operated during the course of a haematemesis. These cases are tabulated in Table III . All the patients were treated medically in the first instance and, in all but two, gastro-jejunostomy was performed at a later date. Of the two exceptions, one was a nurse who was anxious to avoid an operation. She was kept in bed for six months, and eventually made a complete recovery and had no further hiemorrhage. The other case was one of gastro-jejunal ulcer, in which the gastro-jejunal ulcer was excised and a new anastomosis performed.
Four of the cases are labelled gastro-staxis, as at the operation I could find no ulcer, and I think that the hiemorrhage was probably secondary to a diseased appendix. These were among my very early cases, and I admit that the performance of gastro-jejunostomy in these cases was a totally unnecessary complication of appendicectomy.
In only one of these patients was there any recurrence of haemorrhage. This patient had a slight haematemesis two months after operation; there was no subsequent recurrence up to the time of her death three years later from causes unconnected with her gastric condition. Oine of the patients was readmitted into hospital a year after his discharge in a moribund condition from a perforated jejunal ulcer. Thus the immediate operative mortality in this series was nil, and all but two of the patients were apparently cured.
It cannot be emphasized too strongly that patients rarely die of a first haemorrhage; it is the repetition of the hvemorrhage which is of such serious import. Let us beware of the specious but fallacious argument which I have heard put forward in connexion with these cases: " This patient is bleeding. He will probably die. Something must be done." Even admitting that the premises are true, I see no logical or other reason for the conclusion that, because death is impending, something should be done which will probably make the patient's life shorter still. The case is quite different in acute intestinal obstruction, in which without surgical intervention death is inevitable, and so operation is justifiable even in desperate cases. In haematemesis, on the other hand, operation may be the last straw for a patient who otherwise might recover.
As regards the medical treatment of acute hematemesis, the important points are:-
(1) Rest in bed; and by this I do not mean what often passes as rest. The patient should be kept absoluttely still in bed, no movement even of the arms or legs being permitted. and should be fed by hand with a minimum of disturbance.
(2) Tripier's hot-water injections by the rectum, saline at a temperature of from 1200 F. to 1300 F. being used.
(3) An ice pack to the abdomen. Some object to gastro-jejunostomy on the ground that it is an indirect method of treating heemorrhage. Doubtless, to deal with the bleeding point is the ideal, but it is rarely practicable. That we must look our enemy in the face is an aphorism that sounds well, but one which, if applied to the treatment of gastric haemorrhage, may lead to injudicious surgery. In the great majority of cases, gastro-jejunostomy may be relied upon to prevent further haemorrhage from a gastric or a duodenal ulcer; it is the simplest surgical procedure to adopt, and it has the great advantage that we start with a definite plan in view, and so are not tempted to do an extensive exploration which may just turn the scale against the recovery of the patient. If it fail it is time enough to adopt more drastic measures. In some, at least, of the cases in which gastrojejunostomy has been unsuccessful the suggested alternatives would prove equally ineffective. I recall the case of a lady on whom I performed gastrojejunostomy for duodenal ulcer with recurrent attacks of hamatemesis. Some years after the operation she had several recurrences. Believing the duodenal ulcer was unhealed I reopened the abdomen. The ulcer was completely healed, but as a precautionary measure I infolded it. She continued to have attacks of hbematemesis at intervals, and some years later I again opened the abdomen and explored the interior of the stomach but could find nothing to account for the bleeding. She still has attacks of heematemesis and melena occasionally, which, I take it, are of intestinal origin, and so would not be cured by gastrectomy.
I have had under my care or jointly with my colleagues, Dr. Fenwick and Dr. Porter Parkinson, eighty-four cases in which there were recurrent attacks of severe haematemesis. These are tabulated in Table IV . Fouir deaths-One from exhaustion; one from pulmonary embolus; two from pneumonia.
In eighty-two of these the hbemorrhage was due to a gastric or duodenal ulcer and in all of these gastro-jejunostomy was performed. There were three deaths in this series, so that adding the thirty-eight cases of gastro-jejunostomy given in Table III there were three operative deaths in 120 operations, a mortality rate of 2'5 per cent.,1 which although rather higher than the deathrate of gastro-jejunostomy in an ordinary series of cases, cannot be considered high in view of the condition of some of the patients. Six of the patients had some recurrence; to one of these I have already alluded. Another patient had phthisis, of wlhich he died five years after operation, and it was not certain whether he had haemoptysis or hamatemesis, or both. In only one of the remaining four patients was there more than one slight attack. So that in the whole series of cases, 2%5 per cent. died from operation, in 4a2 per cent. there was a recurrent haemorrhage of a trivial character, and in 90 per cent. no further hiemorrhage occurred after the operation of gastro-jejunostomy. I submit that these figures justify the treatment adopted.
CONCLUSIONS.
(1) HoImorrhage from gastric and duodenal ulcers may be considered in reference to two distinct groups of cases, the acute hiemorrhages and the chronic or recurrent hemorrhages.
(2) Surgical measures have no place "q the immediate treatment of acute hemorrhage.
(3) In the treatment of gastric op-duodenal haemorrhage absolute rest is a most important factor. " (4) When the patient has recovered from the resulting anfemia, operation should be performed to prevent recurrence. The interval between the haemorrhage and operation should be at least three months.
(5) In the first instance the chronic or recurrent haemorrhages should be treated medically, operation being performed when the patient's condition is favourable.
(6) Regular gastric lavage pending operation is an important detail of the medical treatment of the chronic or recurrent hinmorrhages.
(7) As regards operative measures, gastro-jejunostomy is the simplest and safest procedure, and in the great majority of cases may be relied on to prevent recurrence of the henmorrhage.
(8) Careful and prolonged medical treatment after operation is equally as important as medical treatment before operation.
(9) With this combination of medical treatment followed by gastrojejunostomy the mortality rate from heemorrhage in gastric or duodenal ulcers should not exceed 4 per cent., and freedom from recurrence may be expected in 90 per cent. of the cases. Inaction is often the wisest and only safe course, but it is always the more difficult. Anyone can try to do something; but it is the strong mall who refuses to be tempted into taking risks which he believes can serve no useful purpose.
In conclusion, if I may be permitted to offer one word of advice to my younger hearers, it is this: When called upon to treat a patient with hiematemesis, take your courage in both hands and trust Nature. Be assured that if you trust her and assist her she will not fail you, and your reward will be that which always seems to me the greatest satisfaction that the practice of our art can give, the knowledge that you have steered a frail bark back to safety without encountering the perils incidental to the handicraft of our art. In severe cases the stomach and duodenum become filled with blood, which rapidly clots, and the emptying time of the stomach will probably be greatly retarded owing partly to the character of its contents, which may form a large, firm, tenacious clot, and partly to the delayed peristaltic action, the result of shock from the hoemorrhage, and of the subsequent treatment.
It will, I think, be generally agreed that nothing should be given by the mouth in the first two or three days following the htemorrhage. The stomach is probably full of blood, more or less partially digested, and until this is evacuated from the stomach either by peristaltic action or by vomiting, it is useless to attempt giving food or medicine by the mouth.
After A diagnosis of the cause of the hmemorrhage is usually arrived at from a careful consideration of the history and the symptoms and physical signs.
The character of the vomit and stools will usually give an indication of the wetiological condition. An acid, dark-coloured vomit (coffee grounds), with possibly free HIO present, is strongly suggestive of this cause, as also is the tarry nature of the stools.
In the acute stage morphine may be given freely, e.g., i gr. hypodermically and repeated as required. If the heemorrhage is the first one and there is only a short history of weeks or a few months of gastric or duodenal symptoms, careful medical treatment may be adopted with a view to recovery from the hsmorrhage and to the healing of the ulcer.
Where there is a history of symptoms extending over many months or years it is, in my opinion, inadvisable to attempt medical treatment as a cure of the condition. The patient should be carefully treated for the haemorrhage on the lines laid down and then put on to a course of Lenhartz's diet and operative treatment carried out when the general condition permits.
In some cases of severe haemorrhage where the haemoglobin is below 40 per cent. there is a tendency for recurrences of bleeding, and it is often an advantage to accelerate the recovery of the patient by operating after the shock of the hamorrhage has been recovered from; a transfusion of 1 pint of blood from a suitable donor being given at the commencement of the operation. I have adopted this procedure in several cases of gastric and duodenal hsemorrhage recently with excellent results.
HAEMORRHAGE FROM CIRRHOSIS OF THE LIVER. In such cases the acute stage should be tided over by appropriate treatment. Investigations should be made to determine the cause of the cirrhosis, whether alcoholic, syphilitic or toxic, and appropriate treatment for the hepatic condition carried out. Surgical treatment is contra-indicated.
GASTRO-STAXIS AND GASTRIC EROSIONS.
Causes due to Chronic Toxaemias.-The acute stage of the haemorrhage should be tided over and investigations made to determine the aetiological factor responsible. In most cases I believe these cases arise from some toxic cause and careful investigations of the teeth by X-ray examination, &c., of the tonsils, naso-pharynx and intestinal tract should be carried out. The toxic factor should be dealt with by appropriate treatment and recurrences of heamorrhage will thereby be avoided.
SPLENIC ANAEMIA.
Severe cases of gastric hamorrhage are not uncommon from this cause. After the acute stage has been tided over splenectomy is the only treatment likely to give permanent benefit.
MALIGNANT DISEASE.
In my experience severe hnmorrhage from this cause is very uncommon but when it occurs control of the bleeding is most difficult. In a recent case under my care, of growth of the ascending colon, the patient, while awaiting operation, developed a severe htmatemesis which was entirely uncontrollable by medical measures and the patient was never in a condition to undergo operation. In this case the evidence pointed to a secondary growth involving a large vessel in the cardiac portion of the stomach.
The severe anamias, such as pernicious anaomia, leukeemia, haemophilia, &c., sometimes are associated with severe gastric btnmorrhage. In such cases medical treatment on the lines laid down is indicated. Surgery is of no avail.
Blood transfusion is of value but in the case of leukaemic conditions it must be remembered that blood transfusion rmay be followed by a rapidly fatal thrombosis; this recently occurred in a case under my care.
In conclusion, from the medical standpoint of the most important and urgent condition of severe gastric and duodenal hemorrhage, I would emphasize the necessity of accuracy of diagnosis as to the causal condition, and of utilizing every means of investigation which is available compatible with the condition of the patient.
In many of the cases the appropriate treatment lies both in the domain of medicine and surgery, and the best interests of the patient are attained by consultations in these two departments of medical science.
Mr. A. H. BURGESS
said he would consider separately post-operative heemorrhage from the stomach or duodenum, and that arising from disease quite independently of any operative procedure. Post-operative hemorrhage was further divided according to whether it followed operations upon the stomach or duodenum or whether upon some other part of the body. In the former case prevention was more satisfactory than cure and -he laid stress on the importance of two points of technique: (1) All large vessels seen to approach the line of incision of the stomach should be under-run with a suture and ligatured; (2) the inner continuous layer of suture, taking up all the coats, should be closely applied, the needle passing ten times to the inch, and drawn tightly. After gastroenterostomy or partial gastrectomy, if the patient vomit, the vomited matter will always contain blood more or less altered; usually it is already darkbrown in colour by the time of the first vomit. If hamorrhage is continuing the vomit will be of a brighter red, and should this bright-red colour persist and be associated with a rising pulse some treatment should be adopted. He had seen only three cases that caused him anxiety on the score of immediate post-operative hmorrhage and in each of these the hoemorrhage had ceased after employment of a method which he thought was first advocated by Rodman-the introduction of very hot water into the stomach The stomach was first washed out with warm water to clear it of any clots.
Eight ounces of water at a temperature of 130°F. (the temperature must be accurately measured) were then introduced through the tube, allowed to remain one minute, then syphoned off: this was repeated thrice, except that the last 8 oz. were left in the stomach. The only fatal case he had had was after gastro-enterostomy for irremovable carcinoma of the pylorus; in this case, on the fifth day the patient suddenly began to vomit blood profusely and died very shortly afterwards. A post-mortem showed the main stem of the pyloric artery had been eroded in the floor of the malignant ulcer.
Post-operative htnmorrhage after operations elsewhere than on the stomach or duodenum was rare, but had been met with after operations on almost all of the abdominal viscera and even on other regions of the body. The mortality was high-about 55 per cent. (Phifer, Surgery, Gynecology and Obstetrics, January, 1923) . The aetiology was obscure, but Rodman's view of its septic origin was that most generally accepted. The treatment of the hwmorrhage was essentially medical, and surgical measures should be confined to eradication of the septic focus, if possible.
Hmemorrhage from the stomach or duodenum other than post-operative might be grouped according to whether or not it is associated with any gross local lesion of either of these viscera. Profuse haemorrhage might occur in the absence of such gross lesion C' gastro-staxis ") His first experience of this occurred twenty years ago when he was surmmoned with a view to operation upon a man, aged 42, with very profuse haemorrhage from what was thought to be chronic gastric ulcer. The patient died from the hmemorrhage a few minutes after he arrived at the house. Post-mortem, although the mucous membrane of the whole of the cesophagus, stomach and intestines was carefully searched with a lens no gross breach of surface could be detected to explain the terrific haemorrhage. The only lesion found was a slight cirrhosis of the liver, but there were none of the dilated veins at the lower end of the cesophagus which were the usual site of hamorrhage in cirrhosis of the liver. This case induced him to believe in the reality of " gastro-staxis." Since then he had three times operated for severe haematemesis without finding any gross lesion in the stomach or duodenum. The conclusion arrived at was that severe hemorrhage from the stomach or duodenum should not be treated surgically unless there was some strong presumption, either from one's previous knowledge of the case or from the history of pain having some definite relation to the taking of food, that the cause was some gross local lesion of one or other of these viscera-usually ulcer. Here, again, there was an important difference between hemorrhage from gastric and that from duodenal ulcer. Profuse heemorrhage from chronic gastric ulcer was usually either quickly fatal from erosion of a large artery, or if once arrested did not show that tendency to early and repeated recurrence seen in duodenal ulcer. If not quickly fatal, there was usually time to improve the condition of the patient by medical treatment, so that the operation when performed subsequently was really one for the cure of gastric ulcer rather than of haemorrhage. He had never had occasion to operate during haemorrhage from chronic gastric ulcer, for this reason. He was no believer in the so-called " indirect " method of arresting gastric heemorrhage in these cases. i.e., by simply performing gastro-enterostomy. If operation were to be undertaken at all it would have to be a direct and drastic attack on the bleeding ulcerits separation from pancreas or liver, and its destruction either by excision or cautery. In hmorrhage from duodenal ulcer there was a much greater tendency to early and repeated recurrence of the bleeding, and he regarded it.as more immediately serious than gastric and more immediatelyrequiring operation. He had operated on four occasions for severe duodenal haemorrhage.
The first case was that of a male, aged 50, on whom he had performed a posterior gastro-enterostomy for chronic ulcer on the anterior wall of first portion of duodenum three years previously. The patient had been free from symptoms since until the last month, when he had complained of a little " indigestion." He had had two attacks of severe hiematemesis and melhena in the last three days and was operated upon in a third attack, he (Mr. Burgess) expecting to find a " jejunal" ulcer. The region of the anastomosis was, however, quite healthy, and the bleeding was from an ulcer in the same situation in the duodenum as at the first operation-whether the original ulcer still in existence or a recurrent ulcer he could not say. The first part of the duodenum was freed, crushed with Miles' crushing clamp, ligatured at each end of the crushed portion, divided across the middle of the crushed portion, and each stump invaginated, the gastro-enterostomy being left undisturbed. No recurrence of symptoms had followed this second operation, now seven years ago.
The second case was that of a male, aged 38, who, while in hospital awaiting operation for chronic duodenal ulcer, commenced with profuse hEematemesis and melena. Operation disclosed a bleeding duodenal ulcer, which was crushed with Miles' clamp and invaginated as just described, and posterior gastro-enterostomy performed. Two other similar cases had been operated upon and all had recovered.
The only other occasion upon which he had operated during heniorrhage was in a male, aged 36, on whom posterior gastro-enterostomy had been performed nine years previously; the haemorrhage was from a jejunal ulcer, which was excised. Patient remained well for ten months, when profuse heemorrhage recurred twice in quick succession while away from home, and he died, almost certainly from recurrence of jejunal ulceration. out with about four ounces of ice-cold water and this is repeated over and over until the water which comes back is no longer blood-stained. Instead of water 1 in 1,000 ferric chloride solution' also iced, can be used, as its styptic action may help to arrest the bleeding. When the last traces of water have been evacuated, a drachm of 1 in 1,000 adrenalin chloride is poured into the stomach before withdrawal of the tube. This may now gain access to the bleeding surface and cause the leaking vessel or vessels to contract. It is particularly likely to be effective in acute ulcers and in the condition called gastro-staxis by Sir William Hale-White, in wbich there is general oozing, presumably from innumerable minute erosions. When given in the ordinary way by mouth, the adrenalin is so diluted by the contents of the stomach that the trace which reaches the bleeding surface must be quite ineffective. There need be no fear that the general blood-pressure will be raised and that the danger of a recurrence of haemorrhage will thereby be increased, as adrenalin given by mouth is not absorbed and has no effect at all on the blood-pressure. The complete evacuation of the stomach and the stimulation of the mucous, membrane with ice-cold water result in firm contraction of the whole organ, and the heamorrhage is almost invariably arrested if it is gastric in origin. Duodenal hemorrhage also generally stops, because the duodenum has no longer to deal with blood mixed with acid gastric juice coming to it from the stomach, and both the iced ferric chloride solution and the adrenalin may now reach the ulcer.
Haemorrhage ceases when a firm clot has formed at the bleeding point. The danger of recurrence depends upon the digestion of the clot by gastrie juice, the secretion of which is called forth by blood just as it is by any other food. Consequently, it is essential to render the gastric juice inactive by neutralizing as completely as possible all the free hydrochloric acid which is present. For this purpose alkalies must be given which do not, like sodium bicarbonate, stimulate the secretion of more juice after neutralizing an equivalent amount of acid, or give off large quantities of carbon dioxide, which distends the stomach and stimulates peristalsis. Oxide of magnesia is almost ideal from these points of view, as it has four times the neutralizing power of sodium bicarbonate, it is a comparatively feeble stimulant of gastric secretion, no gas is given off when it combines with acid, and it also acts as a mild aperient and so tends to prevent the severe constipation and resulting putrefaction of blood in the colon, which is the cause of the frequent pyrexia after a severe gastric or duodenal haemorrhage. Calcium carbonate is also useful, as it has two and a half times the neutralizing power of sodium bicarbonate, it does not stimulate the secretion of gastric juice at all, and it neutralizes the acid so slowly that the gas given off dissolves in the water present as rapidly as it forms, so that no distension results. Possiblv some of the calcium chloride produced may be absorbed and increase the coagulability of the blood. Bismuth carbonate has only one-third of the neutralizing power of sodium bicarbonate and it causes the stools to be black, so it is best avoided, as their naked-eye appearance affords a rough indication as to whether the haemorrhage is stopping.
Oxide of magnesia can be most conveniently given as emulsio magnesiae (B.P.C.), each drachm of which contains 5 gr. of oxide. A mixture is made containing 60 gr. of prepared chalk to each ounce of the magnesia emulsion. Half an ounce of the well shaken mixture is given as soon as possible after the and 10 per cent. of ha3moglobin, but it almost always stimulates the delayed blood formation. The general improvement in the patient's condition seems also to hasten the healing of the ulcer, which sometimes tends to be very slow in cases of this kind.
INDICATIONS FOR IMMEDIATE SURGICAL TREATMENT.
In view of the very small danger of death from hsematemesis or melhna it is clear that operation can very rarely be called for with the immediate object of arresting the hemorrhage. Dr. Conybeare found that in seven of the thirteen cases of htmorrhage from a gastric or duodenal ulcer, in which death occurred without previous operation at Guy's Hospital between 1911 and 1920, the ulcer producing the haemorrhage was definitely of the acute type-five times in the stomach alone, once in the duodenum alone, and once in both stomach and duodenum. In none of the seven cases was there any history which would have justified surgical intervention at an earlier date. One patient had delirium tremens three months before death, and in two other cases the acute ulceration was associated with a lung abscess and gall-stones respectively. It may be safely concluded that in none of these seven cases would any operation on the stomach or duodenum have been successful in preventing death, even if undertaken at the time of the hematemesis. In only three of the six cases of chronic ulcer, in which the patients died from harmorrhage apart from operation during the same period-or 0 5 per cent. of admissions from hTmatemesis and mela3na -was there a history which could have distinguished them from the acute cases, and in which an operation might have been reasonably undertaken with some hope of saving life.
Quite apart from the very small danger of death from hemorrhage-2'5 per cent. at Guy's Hospital-the immediate results of operation performed for its direct treatment are so unfavourable that I expect most British surgeons will be inclined to agree with American surgeons, who, according to Balfour, are now unanimous that "the danger of succumbing to hemorrhage is less than the danger of operation during haemorrhage." I believe that the only indication for operation in the acute stage is the occurrence of severe and persistent baemorrhage in an elderly individual with a long history, pointing to the presence of a chronic ulcer, whose arteries are so degenerated that they are unlikely to contract sufficiently for satisfactory plugging by thrombosis.
I have only once found it necessary to have an operation performed on account of hemorrhage from a gastric or duodenal ulcer. I had advised the patient, a man of 60, with severe arterio-sclerosis, to undergo a gastro-enterostomy the first time I saw him some months before his hbemorrhage, as he had a very long history of duodenal ulcer, which had led to obvious pyloric obstruction. He refused to submit to surgery, and continued to wash out his stomach two or three times a day as he had done for years. He then had a severe hemorrhage, which was repeated at the end of a week's starvation, when I saw him for the second tinme. I advised immediate operation. The next morning Sir Berkeley Moynihan found an enormous duodenal ulcer producing pyloric obstruction; he performed a gastro-enterostomy and cut off the blood supply to the ulcer by overlapping sutures round it. The patient did very well, and died four years later from pneumonia, without having had any recurrence from gastric symptoms.
I have also once had to recommend operation on a man who bled repeatedly from a jejunal ulcer, which had developed as a result of a gastro-enterostomy performed the same time as a perforation of a duodenal ulcer was sutured. A jejunostomy was made and the hEemorrhage ceased, but death resulted from peritonitis owing to the jejunum tearing away from the abdominal wall. All his subsequent misfortunes would probably have been avoided if the surgeon had been content with suturing the perforation without performing gastro-jejunostomy at the time of the first operation. Of the nine Guy's cases between 1911 and 1920, in which death followed hEemorrhage from an ulcer and in which an operation had been previously performed, only two had suffered from haemorrhage before the operation. In one of these death occurred from haemorrhage the day after a gastro-enterostomy for a duodenal ulcer, and the other from hmorrhage from a gastric ulcer three years after the excision of an earlier gastric ulcer. In all the other cases the first haemorrhage occurred after the operation. The haemorrhage took place respectively seven days, eight days and five years after a gastro-enterostomy for -gastric ulcer, six days after a gastro-gastrostomy for gastric ulcer, and six weeks after an ileo-sigmoidostomy for gastric ulcer. One of those who died after a gastro-enterostomy had had an ileo-sigmoidostomy performed two During the same period twenty-five patients were admitted for symptoms which had followed an operation performed for duodenal ulcer. Among the sixteen of these who bad not previously bled, one had a hmemorrhage three days and another four days after the operation, a third had haematemesis three years later, and a fourth had repeated severe htemorrhages from a jejunal ulcer, which had finally to be excised. The remaining nine had had haematemesis or melena before the operation, and in no less than seven it recurred with equal or greater severity afterwards; in two cases a bleeding jejunal ulcer was still present after two additional operations had been performed.
SHOULD
Thus, out of twenty-six cases of hbmatemesis or melena no less than eleven, or 42 per cent., occurred after operation, and of these, four had not previously bled. These figures show that the liability to hawmotrhage is just as great after an operation has been performed for gastric or duodenal ulcer as after medical treatment, whether the patient has already had a haemorrhage or not. Mr. R. P. ROWLANDS.
Most physicians and surgeons agree that operation is necessary for the treatment of chronic ulcers that repeatedly and seriously bleed. Fortunately this grave complication is becoming less common owing to earlier and more radical operations. About 25 per cent. of these ulcers cause obvious and severe haemorrhage, but this does not directly cause death in more than about 2 per cent. Indirectly it contributes towards a fatal result in many more cases. From the surgical point of view the important questions for discussion are when and how to operate. It is rarelv wise to operate during a severe attack of bleeding, especially during the first attack, because
(1) The danger of death from the bleeding is not great, and is, in fact, less than when the risk of a major operation is added to that of the severe loss of blood.
(2) If the hawmorrhage is from an acute ulcer (especially in a young patient) the hope of a complete recovery under thorough medical treatment, without any operation, is very good. (3) The exact cause and source of the hamorrhage is often uncertain at this stage owing to the impossibility of making a complete investigation by radiography and other methods. The bleeding may be due to other causes, such as splenic animia, cirrhosis of the liver, or it may be of the nature of gastro-staxis or general oozing of blood from the gastric mucosa without evident ulceration.
Although a few patients die from the first haemorrhage, it appears to be safer to try to tide over the emergency by medical treatment and then to make an accurate diagnosis and to operate if necessary as soon as the condition of the patient is favourable. An expert radiographer now rarely fails to demonstrate the crater or deformity of a chronic ulcer, if any exist.
Recurrence of bleeding, even when a patient is under careful medical treatment, is a very important indication for early operation, for the bleeding is often of the secondary or septic type and will almost certainly recur or continue to a fatal end. It is generally wise to seize the first favourable opportunity during the reaction. In such a case in Guy's Hospital some twelve years ago, after the second severe hiemorrhage within three days, I successfully removed an ulcer from the lesser curvature of the stomach, with the gastric artery open in its base. Six months earlier a gastro-jejunostomy had been performed and had relieved all symptoms, but, in spite of this, the ulcer had not healed and had gradually extended and finally opened the large gastric artery.
When the bleeding continues in spite of medical treatment an emergency operation is sometimes the only hope of saving life. In such a case I recently resected with success the first part of the duodenum and pylorus and made and end-to-end union. The gastro-duodenal artery had been eroded in the base of the ulcer. Transfusion just before or during the operation makes the latter much safer if the haemoglobin is below about 50 per cent.
Operation.-The exact nature of the operation to be performed depends on the condition found and the state of the patient. Ulcers which cause obvious halmorrhage before operation are very apt to bleed afterwards unless they are removed or directly and thoroughly treated. A haphazard gastro-jejunostomy is not enough. Balfour found 13 per cent. of recurrences in these cases unless the ulcer was excised or destroyed.
Therefore, whenever possible, the ulcer is removed by the knife or cautery. Failing this it is invaginated by sutures and the arteries feeding it are tied; for the usual gastric ulcer on the lesser curvature the gastric and pyloric arteries are secured, and the gastro-duodenal and right gastro-epiploic arteries for the posterior duodenal ulcer, which commonly bleeds so seriously. However, a direct attack upon the ulcer is more certain to arrest the bleeding, for it is by no means always possible to be sure of the exact vessel that is leaking. As an instance, the splenic artery may be eroded by a gastric ulcer.
Bleeding from an anterior duodenal ulcer may be dealt with by perfornming a Finney's operation, the ulcer being excised at the same time; a small ulcer may be cauterized and sutured. A small accessible gastric ulcer is excised and gastro-duodenostomy performed. Sometimes a partial gastrectomy or sleeve resection has to be performed for large gastric ulcers which cause severe bleeding.
It is important to use only absorbable ligatures and sutures in order to avoid the risk of secondary haemorrhage. A ligature of linen thread, used to tie the gastric artery while excising a gastric ulcer, after some months caused a small ulcer with repeated attacks of severe h&emorrhage. After transfusion of a pint of blood given by my house surgeon, Mr. Whitlock, I operated and found the ligature in the base of the minute ulcer on the lesser curvature. The patient made a good recovery. !5ectionis of !Zuroerp, of (Uebictne, anb of Zberapeuttcz anb Plbarmacologw.
ADJOURNED DISCUSSION ON "THE TREATMENT OF SEVERE GASTRIC AND DUODENAL HAEMOR-RHAGE."
EVENING MEETING.
Chairinan--Dr. ROBERT HUTCHISON (President of the Section of Medicine).
Dr. IZOD BENNETT.
ONE point which has emerged in this discussion, and which speakers on both the medical and the surgical sides have emphasized, is the fact that the immediate treatment of cases of hmemorrhage from the stomach and duodenum should be left, practically exclusively, in the hands of the physicians. And though that has been stated by almost every speaker, including Mr. Paterson, I think it is very important once more to emphasize it, because at the present day we do see these cases, when they come into hospital, sent often directly to the surgeons' wards, a practice which clearly shows that there is a growing idea among students and recently-qualified practitioners that there is a surgical treatment for this condition. There are four reasons which I believe lead to the conclusion that the immediate treatment of these cases should be left entirely in the hands of physicians.
(1) The diagnosis is so often obscure. Cirrhosis of the liver, blood diseases, and other conditions are as frequently the cause of haematemesis and melaena as are simple ulcerations of the stomach and duodenum. Erosions of the mucosa, often so minute as to be indistinguishable except with the help of a pocket lens, have frequently caused serious, and sometimes fatal, haemorrhage.
Does any surgeon seriously advocate the removal of stomachs in which there is no visible lesion ?
(2) The object of urgency as regards treatment in those patients is the prevention of immediate death. Granted that. a patient has a gastric or duodenal ulcer to what risks is his life exposed? The question can be answered by examining post-mortem records-a form of research which is unhappily no longer in fashion. I have recentlv made such an inquiry, not selecting the cases of one physician or one surgeon, but taking the total records of a great hospital with a large and distinguished staff. I found records of sixty-one autopsies performed during a period of nine years, upon patients who had died as the result of gastric or duodenal ulcer; the immediate cause was perforation in twenty-five cases, htmorrhage in thirteen cases, and surgical intervention in twenty-three cases. The patients in the cases dying of perforation had nearly all been treated surgically after the perforation, they had died in spite of surgery. The patients in the twenty-three cases which I have classified as dying as a result of surgical intervention had perished from shock, peritonitis following leakage at a junction, post-operative bronchopneumonia or some other cause enabling one to say that had there been no operation the patient would have lived longer. There were only thirteen deaths from ha3morrhage, so that clearly operation in this series of sixty-one cases caused more deaths than bleeding did.
(3) A patient who has had a severe haemorrhage is in poor condition to withstand the shock of operation; why then expose him to a form of treatment which, as we have just seen, is responsible for more deaths than is the condition from which he is already suffering?
(4) In the series quoted, haemorrhage was not responsible for more than 21 per cent. of all deaths due to gastric or duodenal ulceration. The percentage of deaths in all patients with gastric or duodenal haemorrhage who are treated medically is certainly much lower, amounting to not more than 5 per cent. of all those to whose records I have had access. The common form of surgical treatment for gastric and duodenal hemorrhage to-day is partial gastrectomy. What is the mortality of this operation? Nobody knows. It is useless to quote the statistics of one or two specially dexterous and experienced surgeons; we require the figures from a really wide circle of operators. What is the mortality in a wide series of that sort ? 5 per cent. ? 10 per cent.? or higher? Unless it is below 5 per cent. gastrectomy for haemorrhage would be unjustified even if such patients were as resistant to shock as are those who have lost no blood.
These four reasons seem to me to demonstrate the great disadvantages of surgical treatment for these cases. Modern medical treatment, on the other hand, is very satisfactory in view of the gravity of the condition, though I think that certain principles in the treatment require emphasis.
(a) Absolute gastric and duodenal rest must be attained, and this implies strict starvation by mouth, fluid being given entirely by rectum in the form of saline administered very slowly over long periods.
(b) Intravenous administration of either blood or saline must be avoided, their dramatic restorative effect may be followed by an equally dramatic collapse due to recurrent hwmorrhage following the rise of blood-pressure. (c) Morphia, hyoscine or omnopon must be given in sufficient quantity to secure complete and continuous quietude on the part of the patient; these drugs not only enhance the rest to the affected parts, they check the digestive secretions which play so serious a part in the ulcerative processes.
(d) Mouth-feeding must only be resumed when a fall in pulse-rate and an absence of symptoms for three or more days point to the haemorrhage having ceased. When it is resumed mouth-feeding must consist of minute doses of a solution of glucose flavoured with lemon-juice, which should be given halfhourly or hourly, and increased only with extreme caution.
A certain mortality will occur even with such treatment, just as there remains a certain mortality with surgical treatment of perforation, or with gastrectomy performed in the most favourable circumstances, but I would emphasize that this is low, and that remarkable recoveries are often observed in desperate cases. There is indeed no criterion by which the physician can to-day say that the prognosis in any given case is hopeless.
When all danger from haemorrhage is past, and the case has become one of straightforward chronic gastric or duodenal ulcer, the problem of treatment is quite different, the advisability of surgical treatment becomes the first question to decide, and the fact that haemorrhage due to ulceration has once threatened the patient's life may be an additional factor in favour of surgery.
Mr. GORDON-TAYLOR
said that the remarks which he had to make were uttered in no didactic sense, but merely expressed the experience of one who had had ordinary luck in the surgical treatment of these cases, and who possessed no superior skill.
The surgical treatment of cases of acute ulceration of the stomach need not detain the meeting, those cases never required surgery at all. The mortality of the medical treatment of them was very low, probably less that 2 per cent.
In the matter of chronic ulcers of stomach and duodenum, the ground was different. He thought it was true that in some cases of haemorrhage from chronic ulcers of the duodenum and stomach the condition was an absolutely fatal one. Two such cases at least had come under his notice in the last three or four years, where on each occasion an enormous ulcer of the duodenum eroded the hepatic artery, with fatal consequences. He had also seen fatality from an erosion of the splenic or other big artery in the posterior wall of the abdomen in more instances than he could count on the fingers of one hand.
The treatment of these cases of hemorrhage in connexion with chronic gastric and duodenal ulcer should be prophylactic or preventive; they should be dealt with surgically before the ulcer attained such a size, or reached such a depth, as to cause an erosion likely to have fatal consequences. Once hemorrhage had started in connexion with these ulcers, the question of surgical treatment arose. Possibly it was wise to wait until the particular haemorrhage had ceased, and interfere as soon thereafter as possible; but it was only fair to remember that in a certain number of cases erosion of a big artery took place fairly quickly and the patient's life might rapidly be in jeopardy, and surgical interference might not be possible. He had been led to operate on some of these cases when hwmorrhage was taking place, through the cases having been transferred to him by one or other colleague because of recurrent haemorrhages which seemed almost certain to finish life. Having succeeded in several of these cases dealt with by a direct attack on the bleeding point, associated with transfusion, &c., he had been led to operate on some similar cases earlier, i.e., as soon as the heamorrhage started, always provided that he could be sure that a chronic ulcer of the stomach or duodenum was the source of the heemorrhage. He had been encouraged by the remarkable figures of Finsterer, of Vienna, according to whose report mortality from direct operation on bleeding ulcers of stomach or duodenum at an early stage had been very low.
He (the speaker) had had experience of twenty-four cases of chronic ulcer of the stomach and duodenum operated upon when the h8emorrhage was taking place. Sixteen were males, eight females, sixteen of the twenty-four were gastric ulcers, six duodenal, two gastro-jejunal.
The method of operation he adopted had varied. In three cases, gastroenterostomy was combined either with cauterization of the ulcer, or ligature of the vessel going to the ulcer. In sixteen he did gastro-duodenal resection, two were sleeve resections to include the ulcer, and two were cases of enormous giant ulcer, treated by jejunostomy and tamponnading that portion of stomach or duodenum where the ulcer was present from which the very large haemorrhage was taking place.
Of two fatal cases in the series, one was that of a priest who had been operated upon for a perforated ulcer a fortnight before, and developed a large haemorrhage from the splenic artery. So severe was the heemorrhage that he was rapidly exsanguinated. The speaker opened the abdomen and dealt with the bleeding point, but the blood-donor arrived too late, and death took place an hour after the operation was completed.
The other fatality took place from septic blood transfusion: he died thirtysix hours afterwards with a high temperature, rapid pulse, &c. Therefore he (Mr. Gordon-Taylor) had the feeling that if one did operate on these cases, aDd if one was provided with all the methods of resuscitation, particularly blood transfusion if required, these cases, if dealt with surgically, would not show a very high mortality -his own was 8 per cent.
He had been greatly impressed with the enormous value of para-vertebral and splanchnic aniesthesia, thus reducing the amount of anesthetic required to an absolute minimum. The hemorrhage from these chronic ulcers was necessarily secondary, and he considered they called for treatment at a very early stage. But when a surgeon did intend to interfere in a case of active gastric ulcer or duodenal haemorrhage it was useless to think of the possibility of saving the patient unless one was amply provided with all the necessary means of resuscitation. Two of these cases were particularly interesting. There was perforation as well as haemorrhage. His experience was that perforation and haemorrhage rarely occurred at the same time; two of his cases were operated upon for this combination. In one case the man had been bleeding all day, and when the abdomen was opened, the whole right side, hypochondrium and lumbar region, were full of blood, and blood was pouring out of an opening in the first part of the duodenum. He was treated by gastro-duodenal resection, and although the man was aged 67, he made a good recovery.
Another interesting case was that of a naval officer, who had a long history of chronic indigestion; he was bringing up pints of blood, and he was extremely ill, almost dying. Partial gastrectomy was done, and now, three years after, he had doubled his weight.
Therefore, in his experience, acute haemorrhage from chronic ulcer of duodenum or stomach could be treated satisfactorily by operations dealing directly with the bleeding point, rather than by operations which dealt indirectly with the cause of bleeding. He believed that would be increasingly the case in the future.
Dr. PHILIP HAMILL said that arrest of the hemorrhage was the fundamental therapeutic principle. Gastric or duodenal hemorrhage differed from hemorrhage from the surface of the body in that one only knew that the patient had bled, and that the bleeding-point was not susceptible to pressure. He had never seen an immediately fatal case. Treatment, assuming a diagnosis of hbemorrhage from an ulcer, was of a patient who had bled, might be bleeding, or might bleed again. Complete tranquillity of the patient was necessary, and contraction of the musculature of the stomach could be aimed at. He believed that the applica-tion of an ice-bag did help to arrest hwmorrhage; it undoubtedly eased the patient's mind by relieving soreness. The administration of chalk combined with magnesia was useful for the promotion of coagulation at the bleedingpoint. As regards the washing out of the stomach with cold water, he had had no occasion to use so drastic a method. The use of the stomach-tube did not promote tranquillity. Treatment was essentially medical; but cases occurred where surgical measures might be required; many of these were duodenal, and some were in elderly persons with sclerosed vessels-the ulcer perforating through into a vessel. and since that date it had been his practice to excise-he was going to say whenever possible, and he thought it was always possible-every gastric or duodenal ulcer in which there was a history of haemorrhage. He thought his views and practice were in close accord with those of Mr. Gordon-Taylor, in that the way to treat such ha3morrhages was to prevent them. Since he had been treating bleeding ulcers radically, he had seen a certain number of cases of duodenal ulcer on which he had in previous years only done gastro-jejunostomy, and the patients had since bled. And this seemed exactly to answer, in another light, Dr. Hurst's remarks about Dr. Balfour's paper, in which the latter showed that hamorrhage had recurred after operations on gastric and duodenal ulcers. Surely Dr. Hurst was wrong in urging that operation was contra-indicated. Operation was indicated, but it was not the operation which had been done. In his (Mr. Fagge's) opinion some other operation, one dealing directly with the ulcer, was the right course.
In regard to the treatment of recurrent or continued haemorrhages in cases in which there was no clinical doubt that an ulcer of the duodenum or stomach existed, here the surgeon and physician were in the greatest difficulty. During the last year or two he had had tha care of, jointly or solely, two people who died from haemorrhage, and death took place at the time when surgical treatment was being considered. They had now under care another patient suffering from continued hamorrhage, and they were much exercised as to what was the right thing to do and when to do it. Recently he had operated upon a case for a medical colleague who had no doubt that surgery was the only chance of saving the patient's life; he was supposed to be suffering from ulcer of the duodenum. After transfusion, he (Mr. Fagge) opened the abdomen and found the man had a thickened pylorus, due apparently to an ulcer in the duodenum; but he had also a large ulcer on the lesser curvature of the stomach. Not knowing from which spot the haemorrhage was proceeding, he excised the ulcer on the lesser curvature, and found in its base a large vessel. And here, as in the case of the two patients who died, he was unable to believe that hmnmorrhage from such vessels could have been stopped by any medical means. He also excised the ulcer in the duodenum in the case to which he was referring and the patient lived ten days. That man's hamoglobin was 14 per cent. It ntight be urged that that was an unjustifiable surgical risk. It was his practice when patients suffering from haemorrhage were admitted, at once to estimate the haemoglobin, to inject a grain of calcium chloride into the buttock, and possibly also 10 c.c. of horse serum, and group the blood. Whether one should make a small infusion and repeat it every two or three days, or whether transfusion should be reserved until the ulcer had been dealt with surgically, was a matter upon which at present his views were fluid; but he felt that a transfusion not exceeding 500 c. The third reason which had influenced him was the undoubted great improvement in the technique of gastric surgery, which had taken place during the last few years. Though up to three years ago it was his opinion that a patient who had bled from a gastric ulcer was more likely to recover if treated by medical means than if treated surgically, he now thought there were a certain number of cases in which the patients could be saved, and should be saved.
EHe agreed with Dr. Hurst's remark that the ideal was that all gastric ulcers should be prevented; he agreed it should be regarded as a medical complaint, and that the cases should be cured medically. But the fact was that at the present time it was necessary to deal with a certain number of cases which came in a moribund condition, and a certain pro,portion, though admittedly a small percentage, died.
A case he had in mind, which occurred a few months ago, was that of a young woman, who bled profusely into her stomach, and the blood clotted there. He felt that if that stomach could be emptied and washed out, so that it could be allowed to contract, all the heemorrhage would be stopped, in the same way as hbemorrhage was stopped from a bleeeding point in the lung as soon as the lung was made to collapse. But in this case the stomach was distended and the blood forned a clot. The stomach was opened, and the clot had to be cleared out by hand. The bleeding point was then tied, and the patient made a satisfactory recovery. mind, on clinical grounds, as to the diagnosis of these cases, because many of the patients gave a clear-cut history, and when they did so one could be sure they had an organic lesion. All accessory methods of diagnosis, such as the radiographic, were out of the question; he regarded the clinical history as a very safe guide.
Having decided that the patient had gastric or duodenal ulcer, he agreed with most of the speakers that the majority of the patients would get better on medical treatment, that was the best treatment in the first instance. But, in spite of what had been said, one did see patients in whom haemorrhage had recurred in spite of medical measures; sometimes the hbmorrhage proved fatal. He agreed with Professor Gask, it was the duty of the physician and surgeon to try to form a view which of the cases were likely to prove fatal, and in those cases to give the chance of operation. Of seven such that he had operated upon, three died, four recovered. He had never operated after the first hemorrhage. In the case of some of the patients who recovered he believed the operation saved their lives. In one of the patients he found an ulcer adherent to the head of the pancreas, and at the time of the operation there was a spouting artery at the bottom of the ulcer. He was treated by pylorectomy, and made a good recovery.
The difficulty was in deciding which cases to operate upon. If a patient had had two, or three, haemorrhages, and it was the view that he would not be able to stand another, then, with all the assistance obtainable from transfusion, operation was carried out. He did not think it was right to operate while a patient was bleeding if that could be avoided, as there was considerable shock from the haemorrhage, and one could wait twelve hours feeling that a recurrence of bleeding was not likely to take place in that time, and that the patient would be in a better condition for operation.
Dr. ROBERT HUTCHISON (Chairman) said that everyone would agree that the Society had had a very interesting and vital discussion on this difficult subject. Listening to the discussion as a whole, as he had done, there were certain things which emerged, about some of which there was general agreement whilst on one or two points there was a considerable divergence of view.
First with regard to the danger of habmatemesis: was it, or was it not, a condition dangerous to life? He thought the discussion had shown that it was not a very dangerous symptom; that patients did not often die from the vomiting of blood. None the less, some of the speakers seemed to have rather under-estimated the danger. He was surprised to hear Mr. Paterson say he had yet to see a fatal case of hiematemesis. In that respect Mr. Paterson had been much more fortunate than himself (the speaker), as he had seen many fatal cases of haomatemesis, some from cirrhosis of the liver, some from splenic anaemia, several from gastric and duodenal ulcers, some even from gastric carcinoma. It was, therefore, far from a trivial matter.
There was a general agreement in the discussion about the importance of accurate diagnosis of the cause of the habmatemesis before commencing treatment. There was a whole class of cases which offered no field for surgery: for the hmatemetis of cirrhosis of the liver, for that of splenic enlargement, of gastrostaxis, &c., surgery could do nothing. Practically, it narrowed itself down to the possibilities of surgical treatment in habmorrhage from chronic ulcer of the stomach or duodenum; but all the others were only to be treated medically. On that point, the meeting had had from Sir William Sections of Surgery, Medicine, Therapeuties and Pharmacology 31
Willcox and other medical speakers a description of the different methods available for medical treatment. He (Dr. Hutchison) did not wish to be misunderstood if he said there was no medical treatment for hEematemesis; that if the patient were put to bed and left alone, the results would be very much the same. He doubted whether the injection of calcium made much difference, or whether any of the haemostatic sera did either. It was agreed that patients did not often die of hwmatemesis, and it was almost impossible to be sure whether the things one did made any real difference. It was a difficulty one was always up against in therapeutics, but especially here; and he often felt that if the patient had been left quietly in bed and nothing given except morphia, and only saline by the rectum, all that was likely to make any difference was being done. He doubted whether an ice-bag on the stomach did anything but impress the patient's friends, and in such a case he had never yet had the courage to wash out the stomach. He agreed with Dr. Hurst that, theoretically, there was much to be said for washing out the stomach, and perhaps giving adrenalin, but he had not done it, and would particularly hesitate to do this in private practice, for if the patient died he was sure that it was not the hemorrhage which could be blamed.
Therefore the only point on which there was a great difference of opinion was as to the possibility of surgical treatment in bleeding from chronic gastric and duodenal ulcer. The opening surgical speakers were against immediate operation in such cases, and there was some disagreement as to how long after the haemorrhage operation should be performed. That evening, some of the surgical speakers had urged the view that, given modern surgical technique and the possibilities of moderate transfusion, there was no reason why many of these haemorrhages from chronic ulcers should not be dealt with by attacking the bleeding point, without materially adding to the risk run by the patient. There was much to be said for that, he thought, speaking as a physician. The fact that the bleeding point was inside the abdomen should make no difference, and he was pleased to hear Mr. Fagge and Mr. Gask contend in the same way; not to hold one's hand in cases which one had reason to fear would go on, i.e., in which the patient's life was seriously threatened. His own practice had been, following the teaching of Mr. Sherren, not to advise operation while bleeding was persisting, but advise it not later than forty-eight hours after it had stopped, and he had seen no reason to regret this course. He had several times bitterly repented having waited longer than forty-eight hours; he could recall several cases which had slipped through his hands in that way through delay in operating. If he were a surgeon his inclination would be to make a direct attack while bleeding was going on, if necessary, after transfusion. Some surgical speakers referred to the cases seen post mortem and Fellows had probably all seen them-with a large hole in an artery in the floor of an ulcer, a condition which no medical treatment could be expected to touch; the only chance for such a patient was for the surgeon to cut down and deal directly with the bleeding point, in the same way as a bleeding point was dealt with anywhere else. If there were another discussion on this subject ten years hence, he believed it would be found that practice had swung more and more in the direction indicated by the surgical speakers in the later part of the discussion.
Mr. PATERSON (in reply).
It will be impossible at this late hour to reply to all the speakers. I think that the presence of the physicians who have taken part in the dis-cussion is most valuable, and it has been a great help to hear their views and to see how far those views coincide with the views of the surgeons. Such an interchange of thought can only be to the advantage of both.
I agree with Dr. Hutchison that no medical treatment in the limited sense in which that term has been used will stop bleeding from a large vessel, but when I speak of medical treatment, I include Nature, the greatest of physicians. I believe that even the most alarming hmemorrhages, to which such harrowing allusions have been made, will cease if left alone and the patient kept absolutely at rest. In extra-uterine gestation a big artery will bleed profusely and the bleeding will continue until the patient is in such a state of collapse that the bleeding will cease spontaneously, and I have seen this occur in the case of gastric hiemorrhages. Then, if medical treatment be efficiently carried out, there is no reason why the bleeding should recur. Surgery can be undertaken later. Gastric lavage is of great importance, and is often a life-saving measure. Whether hot or cold water is used is immaterial, it is the mechanical relief of the distension of the stomach that matters. Personally, I use warm water. I agree that it requires a good deal of courage to wash out the stomach of a patient who is collapsed by haemorrhage, but the immediate benefits are so great that I have no hesitation in practising it.
I am particularly interested in what Sir William Willcox has said about morphia, for in previous discussions I have heard physicians object to its use on the ground that it might prevent contraction of a bleeding artery. I regard morphia as of great value, and in acute htmorrhage it has to be given irrespective of the condition in other parts of the body.
Mr. Burgess said he liked to underpin the arteries going to the anastomosis, and a few minutes later he said if one put in sufficient sutures there would be no bleeding from the anastomosis. With that I cordially agree, and therefore the underpinning, on his own showing, is unnecessary.
Dr. Hurst has said hardly anything with which I can agree, but one thing said by Dr. Hurst is of such extreme importance that I can almost forgive his other lapses from grace. I refer to Dr. Hurst's remarks about washing out the stomach. In the discussion enough emphasis has not been laid on the importance of gastric lavage, both in chronic and acute heemorrhages. I did not touch on the medical treatment in my opening remarks, as I thought that was best left to the physicians, but if I had done so I would have laid stress on the importance of rest and trust in Nature.
I was surprised to hear Mr. Rowlands' remarks with reference to vicious circle after gastro-jejunostomy; I suggest that Mr. Rowlands should try the effect of anterior instead of posterior gastro-jejunostomy, then he will probably find that bogey will disappear.
Dr. Izod Bennett's remarks about partial gastrectomy were much to the point; I think it is not yet known what is the mortality of partial gastrectomy; possibly it is even higher that the 10 per cent. mentioned. The mortality of gastro-jejunostomy on the other hand is low, therefore it would be a pity if it went out from the Society that partial gastrectomy or resection is the proper treatment for hwmorrhage from duodenal or gastric ulcer.
I congratulate Mr. Gordon-Taylor most heartily on the results which he has obtained in the treatment of haemorrhage; they are evidence of superior skill on his part. Still, even in that brilliant series the mortality was 8 per cent., and it is not probable it could be brought much lower, for, in addition to risks due to the serious condition of the patient, there are the risks incidental to the nature of the operation performed. The risk of death from haemorrhage from gastric ulcer is under 5 per cent., perhaps only 3 per cent., and few surgeons will claim that the risk of partial gastrectomy is lower than 5 per cent.
It has been said that gastro-jejunostomy is an indirect method of treating haemorrhage; that is true, but although to deal with the bleeding point is always the ideal, it is an ideal which is practicable only in a small proportion of the cases. That we must look our enemy in the face, is an aphorism that sounds well, but if applied to the treatment of gastric haemorrhage will lead to much injudicious surgery.
I am surprised to hear the experience of some of those who have spoken that recurrences of haemorrhage are so frequent after gastro-jejunostomy. It has not been my own experience. I believe that in the great majority of cases gastro-jejunostomy is a reliable and efficient treatment for haemorrbage from a gastric or duodenal ulcer, and I submit that I have proved my case by the statistics I have brought forward.
Finally, I would like to read a quotation on this subject of surgical intervention:
" Surgical intervention is rarely needed in cases of heemorrhage from acute gastric or duodenal ulcer. When it is called for, gastro-enterostomy, speedily performed, is the surest means of arresting hemorrhage. Search for the bleeding point is futile, harmful, and unnecessary; search for, and local treatment of, the ulcer is not necessary. Gastro-jejunostomy will without doubt prevent recurrence of the heemorrhage and lead to rapid healing of the ulcer from which the blood has come." These words were written by Sir Berkeley Moynihan in 1903, and I believe that they are as true to-day as they were when spoken twenty years ago.
